Background: Studying level of living, awareness about sexually transmitted infections (STIs) including human immunodeficiency virus infection and acquired immune deficiency syndrome (HIV/AIDS) and sex behavior of men who have sex with men (MSMs) is prerequisite for control of increasing AIDS among them in India. Objective: To assess sociodemographics, awareness about STIs including AIDS, and find out the pattern of high risk sex behavior of MSM. Methodology: Cross-sectional survey was undertaken in May, 2012 among MSMs catered by T I program via Nongovernmental Organization "Madhya Banglar Sangram" in Murshidabad District. 62 MSMs were included from five cruising spots sampled randomly out of fourteen such. Information was collected via interview and focused group discussions (FGD) using questionnaire and FGD guide. Blood samples were examined for VDRL reactivity. Results: Median age was 25 years and sexual debut at 13.67 ± 4.29 years. 87% respondents were residing in parental house, 20% was married, 40% had low education, 80.33% had additional jobs but 54% reported poor income. About 56% respondents knew "what is AIDS" and its spread via anal sex, mother to child transmission, needle sharing, sex worker, and blood transfusion reported by 52.46, 50.82, 47.54, 45.90, and 34.43%, respectively. More than 2/3 rd , about 40 and 34.43% MSMs played "anal and oral receptive," "anal insertive" and "oral insertive" role. About 33% used condom regularly. Majority knew main symptoms of STIs. About 2/3 rd reported discrimination by neighbors. Blood examination showed 6.45% VDRL reactivity. Conclusion: Reducing vulnerability of MSMs to HIV/AIDS requires holistic programs.
INTRODUCTION
In depth study of perception and practice of people engaged in various modalities of sex behavior is sine qua non for control program of deadly human immunodeficiency virus infection and acquired immune deficiency syndrome (HIV/AIDS). Men who have sex with men (MSM) is a special group of people indulging somehow deviant, culturally unacceptable form of homosexual behavior. The United Nations General Assembly Special Session on HIV/AIDS report estimates that there are about 3.1 million MSM in India. [1] HIV infection among MSMs has been increasing globally in recent years particularly in Asia.
[2] India is no exemption of this trend with current estimated HIV prevalence among MSMs ranging between 7% and 16.5% compared to the overall adult HIV prevalence estimated to be 0.31% (95% CI = 0.25-0.39%) in 2009. [1, 3, 4] The National AIDS Control Organization (NACO) of India estimated an overall HIV prevalence of 6.41% among MSMs, although this might be a lower limit estimate. [5] As per BSS 2009, 28 districts have 5% or more HIV prevalence among MSMs. [6] Karnataka, Andhra Pradesh, Manipur, Maharashtra, Delhi, Gujarat, Goa, Orissa, Tamil Nadu, and West Bengal are the states having the highest mean HIV prevalence among MSMs in 2008. [7] Unfortunately around the world, transgenders and MSMs often face stigma, discrimination, poverty which lead to risky behavior among them. Violence against them often is a manifestation of stigma and discrimination due to the fact that they don't exhibit traditional sexual behavior. Lack of other employment opportunity limits option to profession like sex work. [8] Indian MSMs also experience multiple forms of social and legal discriminations. [9] It is this pervasive social intolerance along with the cultural pressure for men to engage in heterosexual marital relations that have led many MSMs to marry women and have children. [10, 11] Many MSMs engage in unprotected anal and vaginal sex with male and female sexual partners. [9] [10] [11] [12] [13] [14] Thus, MSMs community in India plays "bridging" role in spread of HIV into general population.
Murshidabad; a district of State West Bengal, India at Indo-Bangladesh border has a vulnerability to women trafficking and cross-border sex trade which is further complexed by a huge rush of tourists for its historical importance. The sex trade is a problem of this area. NACO is operating here via nongovernmental Organizations (NGOs) to cater MSMs through targeted intervention (TI) which involves single dimension modality including condom distribution, HIV education, voluntary HIV counseling and testing, and treatment of sexually transmitted infections (STIs). The purpose of the present study was to elucidate the challenges of providing effective HIV prevention program for this diverse and socially marginalized group at risk.
Objectives
(1) To describe the sociodemographics of MSMs, (2) to assess their awareness about STIs including HIV/AIDS, and (3) to find out the pattern of high-risk behavior existing among them. Ethical clearance "Ethical approval" from the appropriate Ethical Review Committee as well as "informed consent" of the participants were obtained.
MATERIALS AND METHODS

Statistical framework
Data were summarized by calculating percentage, mean, standard deviation (SD), median, range and were displayed using charts and tables.
RESULTS
One response sheet was incomplete and data from 61 MSMs were analysed.
Base line characteristics
Majority (40%) of MSMs were in age range of 21-30 years. Average age was 28.43 ± 10.56 (mean ± SD) with range of 16-60 years and median of 25 years [ Figure 1 ]. Almost 90% (87%) of respondents were reportedly residing in their own/parental house. Four out of every 10 reported to have low or no education. It was happy Table 1 ]. More than 90% of them were found to be aware about genital ulcer and discharge and swelling of groin [ Table 2 ].
Sex-behavior and apprehension
As per the observation from FGDs, the sexual debut of MSMs was estimated to be at the age of 13.67 ± 4.29 (mean ± SD) years. Many MSMs were reportedly the victims of sexual coercion in their adolescence by any of their close relatives or else. At later age they developed the so called deviant sexuality and starting of sex adventure might be slightly earlier than their so called normal counterpart.
Majority (70.49%) of the MSMs declared them as "Kothi" [ Figure 2 ]. More than 2/3 rd , about 40% and 34.43% reported to play "anal and oral receptive," "anal insertive" and "oral insertive" role, respectively [ Table 3 ]. About 1/5 th (21.31%) of respondents had sexual act with woman in last 1-year out of that 61.54% had it with their wife and rest with female sex worker or stranger/girlfriend. This was both vaginal and anal sexes. However, in this respect only 38.46% used condom regularly. About 20% had insertive sexual act with woman in last 1-month and all of them used condom in every sex act including the last one.
About 64 (63.93)% participants reported to have oral sex with male in last 1-year and 70.49% reported to have anal sex with male in last 1-month.
On the whole, 32.78% of MSMs had used condom persistently and unavailability of condom at the time of sex was mentioned as the main cause (95.12%) of nonuse on regular basis by others. Overall, 33% reported regular use of condom. About 1/5 th (13 i.e. 21.31%) participants confessed that they had an attack of STI in last 1-year of which self-medication was tried by 11 that is 84.62% and ultimately 12 that is, 92.31% were treated in the STI clinic run under the TI project. Blood examination under the survey showed 6.56% reactive to VDRL.
Sex trade
About 2/3 rd of the respondents confessed acceptance of money in turn of sex with male and 34.43% reported paying money for having sex as well. Six out of every 10 MSMs also reported acceptance of gifts, especially from their Parikh in turn of sex and 41% offered the same as well. About 1/5 th (21.31%) confessed receiving money for sex act with female and 22.95% MSMs reportedly pay money having sex with any female as well.
About 20% of participants believed that spread HIV/AIDS might occur by mere touching of PLHIV, 16.39% were found to have misbelief that AIDS could be cured through having sex with virgin and 36.07% believed that HIV would be acquired even if anybody had only one sex partner. However, 24.59% were found to have no knowledge on this issue and 63.93% had knowledge that HIV could also be acquired through male with male sex. Majority (91.80%) of participants had heard about integrated counseling and testing center, 88.52% knew places for testing for HIV, 72.13% reported that they underwent blood examination for STIs including HIV.
Discrimination and violence
About 2/3 rd participants reported discrimination by neighbors, 41% by family members and about 46% by friends as well as at work place [ Table 4 ]. The sex behavior of study subjects was accepted by their parents only in case of 34.43% and by siblings in 32.79% [ Table 5 ]. Three out of every 10 (31%) MSMs experienced sexual violence in last 3 months period reportedly done mostly by local muscle-man (anti-social) and Police out of which 73.68% of victims reported to the T I workers and only 5.26% went to police, however 21.06% didn't report to anybody. Two third (67.21%) of respondents stated that they faced physical, emotional or social violence in last 6 months period. Seventy percent (70.49%) reported that they didn't get any service from the routine health workers.
Men who have sex with mens reported to come across harassment frequently. Majority (75.41%) of them inclined to report the "Crisis management team" running under the current TI project in case of any harassment. After sensitizing the police through its continuous advocacy the NGO could motivate a substantial portion (31.15%) of study subjects for reporting police directly in case of any harassment.
Program coverage
The NGO got financial aid from NACO via WBSACS. They submitted a growing beneficiary list of 300 MSMs. Though it is always very difficult to conduct any survey to estimate the number of MSMs who don't want to come on the surface because of stigma, still it was fact that only 62 MSMs could be assembled for interview. Total beneficiary was estimated to be hardly 150. Program component like STI clinic, regular condom distribution, establishing lianson with local community etc., were not found very compact. 
DISCUSSIONS
Median age of MSMs was estimated to be 25 years as per the present study compared to 27 years observed in Pehcha-n baseline survey [15] in India as well as in a study conducted by Keer-Pontes in Brazil. [16] The median age of first sex act, as revealed by present study was found to be somewhat lower compared to Pehcha-n base line survey (about 14 vs. 17 years). Like the Brazil study, this study also reported that majority of the MSMs lived with their family (59 vs. 75.41%). Concurrent with observation by Setia et al., this study also revealed that most of the MSMs were engaged in occupations like petty business, salesman, agriculture works, animal husbandry etc., as their principal earning source. [13] However, they were having low range of income. Low education, poor income level forced them to earn via sex trade and made them more stigmatized, marginalized, vulnerable to HIV/AIDS due to high risk sex behavior. Analysis also revealed that about 20% MSMs were married and played the role of bridge population compared to 22% observed by Setia et al. [13] More than 2/3 rd , about 40 and 34.43% of participants were found to play "anal and oral receptive," "anal insertive" and "oral insertive" role, respectively. Almost 2/3 rd (67.22%) didn't use condom regularly mainly due to lack of its availability during sex act. The married group practiced bisexuality and acted as a "bridge" population for transmission of HIV among their wives. This was supported by other investigators. [10, 14, [17] [18] [19] During 2008-2009, 513 MSMs were recruited from four clinics at two cities of Mumbai and Hyderabad. On the basis of multivariate analysis, the data suggested that the association of risk factors was highest amongst MSMs who were engaged in commercial sex. Other risk factors included concurrent multiple sexual partners, low condom use during last sexual act and poor health seeking. [20] A study conducted in Andhra Pradesh, India found that MSMs reported high rates of unprotected anal sex with other men and women. [10] A study among rural men from five different States in India also reported that 9.5% of single and 3.1% of married men had anal sex with other men and had greater number of male sexual partners, and found high rates of unprotected anal sex with male partners. [14] The high level of awareness about STIs including HIV/AIDS as reflected from present study was a welcome phenomenon and might be result of the TI project.
In the present study apprehension of "being affected by HIV" was found in 85.25% of MSMs and a higher proportion of them sought care like counseling and testing. Similar finding was made from a recent estimate which also reported that MSMs have higher perceptions of risk from 62% to 75.5% and the authors too hoped that this perception of risk should increase HIV testing across the sites. [4] It might be due to this that the VDRL reactivity was low (6.56%) in this study compared to 16% in the study conducted by Setia et al. [21] HIV seropositivity was also found to be lower (3.33%) in this study than the recent NACO estimates of about 6.41%. [5] Getting treated for STIs, a substantial proportion of MSMs tried self-medication (84.62%) based on others' advice and consulted quacks (46.15%) before going finally to STI clinic run by the NGO under TI program, chose care from private clinic (53.84%) as well and only 34.46% attended government health facility or workers. Only 16.39% stated that routine health workers met them. As per the study conducted by Chakrapani et al. in 2007 the kothis of India suffer oppression by health providers in the form of insults, breaches of confidentiality, and refusal of services. [22] It is because of the stigma, reluctant attitude of government STD clinic MSMs tried all avenues and finally it was the credit of the TI workers who motivated these victims of STIs for attending the counseling and treatment center run by the TI project. It was revealed that majority (61.54%) of these STIs affected MSMs sought treatment after 3 days but within 1-week from the onset of symptoms.
In India, MSMs encounter derogatory comments, criticism and ridicule, abandonment, isolation, and expulsion from family or marital home. [22] Facing discrimination, sigma and violence by MSMs as revealed in present study was in concurrence with the findings made in a survey of 500 MSMs in Kenya where 1/3 rd of respondents reported experiencing some form of stigma or discrimination in the past 12 months, such as public humiliation. [23] Take home message Low education and poor income base, sex-trade, bisexuality, discriminating and stigmatized behavior of near and dear ones, sex-violence imposed by muscle-man and police, differential behavior from police and health workers, etc., continued the vulnerability of MSMs to HIV/AIDS that could not be curbed only by the existing fragmented intervention approach like TI which no doubt empowered them in the form of increase in awareness regarding HIV/AIDS in spite of its poor coverage and service delivery.
CONCLUSIONS
Human immunodeficiency virus infection prevention among Indian MSMs requires a holistic approach rather than a segmental piecemeal measure like TI. The MSMs are to be considered in their sociocultural melieu, not just targeting them as vectors of HIV transmission. The stakeholders should be reoriented to consider the whole gamut in totality that is, how the low SES status, societal intolerance, stigma, violence, rejection, inadequate legal protection, etc., enhance risk requiring combined preventive measures that use new biomedical interventions aligned with culturally tailored behavioral approaches and that consider mental health and psychosocial concerns and lead to positive sexual health and overall well-being of MSMs. Reducing HIV related stigma among health providers, policymakers and the lay public can't be over-emphasized and the role for NGOs that work with the community to play in providing culturally relevant HIV prevention programs for MSMs is to be strengthened.
